in Brazil have been reported as disrespect and abuse and contribute to neonatal and maternal morbidity and mortality. The Senses of Birth exhibition aims to encourage normal birth to promote health and improve the experience of childbirth in the country. This article describes the characteristics of 555 women who visited the exhibition during pregnancy and their perception of obstetric violence in childbirth. Obstetric violence was reported by 12.6% of the women, mostly low-income and unmarried. It was associated to lithotomic position and Kristeller maneuver during childbirth and non-immediate skin-toskin contact with the baby. The main categories of obstetric violence reported were: not accepted interventions /accepted interventions on the basis of partial information (36.9%), undignified care / verbal abuse (33.0%); physical abuse (13.6%); non-confidential / non-privative care (2.9%) and discrimination (2.9%). Visiting the exhibition significantly increased pregnant women's knowledge about obstetric violence. However, recognition of obsolete or harmful practices as obstetric violence was still low. Initiatives such as Senses of Birth may contribute to increase knowledge and social mobilization to disseminate good practices in childbirth care.
Introduction
The concept of disrespect and abuse during childbirth is used internationally to designate what is called obstetric violence (OV), violence at birth, institutional or structural violence in childbirth care [1] [2] [3] [4] . This terminology was proposed for the identification of any act of violence directed at the pregnant woman, parturient or puerperal woman or her baby, practiced during the professional assistance that means disrespect to their autonomy, physical and mental integrity, their feelings, options and preferences. The World Health Organization recently recognized obstetric violence in 2014 as a public health issue that directly affects women and their babies 5 . It is considered obstetric violence delays in care, denial of hospitalizations in the health services, negligent care, refusal to administer analgesics, physical, verbal and / or psychological mistreatment, disrespect for privacy and freedom of choice, coercive or not consenting procedures, detention of women and their babies in health institutions, among others 5, 6 . It covers the nonuse of recommended procedures as well as the use of unnecessary, non-recommended and / or obsolete procedures that may cause harm.
Procedures not technically indicated can lead to consequences and iatrogenies, with avoidable effects on the health of the woman and the baby, such as dystocia at childbirth, hemorrhages and neonatal hypoxia, as well as female dissatisfaction and postpartum depression [5] [6] [7] .Obstetric violence is a gender-based violence, targeting specifically women and permeating unequal power relations in our society [8] [9] . In countries such as Venezuela and Argentina, for example, OV was typified in national legislation as violence against women 4 . In Brazil, a research study on women and gender in public and private spaces 10 found that one in four women suffers some kind of violence during childbirth, from shouting, painful procedures without consent or information, lack of analgesia and even negligence. In the Born in Brazil survey, a national study of 23,940 postpartum women, identified an excess of interventions in childbirth and birth. It showed a model of care based on unnecessary and often harmful interventions, exposing women and children to iatrogenias 11 . More than half of the women had an episiotomy;91.7% gave birth in lithotomy position, while the evidence recommends vertical positions; oxytocin and artificial rupture of the amniotic membrane for acceleration of labor was used in 40% of the women; 37% were submitted to the Kristeller maneuver (pressure in the uterus for the expulsion of the baby),an aggressive procedure that brings deleterious consequences for women in labor and their babies 11 .
Hyper-medicalization of childbirth in Brazil is expressed by the high rates of cesarean section (56.7% in 2015) 12 , the abusive use of oxytocin and episiotomy, among others, and has been associated with iatrogenic effects and maternal and infant morbidity such as iatrogenic prematurity, neonatal admission in intensive care, maternal hemorrhage and infection 13, 14 . There is a gap between scientific evidence available since 1985 15 and the recently updated guidelines for Care During Childbirth of the Ministry of Health 16, 17 , which calls for changes to the health promotion model and quaternary prevention, based on the principle of non-maleficence bioethics: first do not causeinjury 13 . In addition to the universalization of health care access, it is necessary to improve quality and safety of care, since disrespectful or abusive care can negatively affect health 18 .
The consequences of obstetric violence on the use of health services is a concern, as the quality of care affects women experience of giving birth, the child experience of being born and the whole society culture about birth, which compromises credibility of childbirth care services 6 .
The excess of preventable infant deaths and the high levels of maternal mortality in Brazil have been highlighted as the effect, in part, of the excess of interventions without indication in labor and childbirth, with persistent preventable deaths by improving quality of health care 11, [13] [14] . The infant mortality rate (IMR) of 14/1000 in Brazil is considered high when compared to the indexes of countries with equal or lower levels of economic and technological development, such as Chile, Costa Rica or Cuba, which have already reached 1 digit of IMR [19] [20] [21] . A ratio of less than 20 maternal deaths per 100,000 live births is recommended, while Brazil presents a rate of 60 / 100,000 22 .
Obstetric violence is therefore a relevant topic for maternal and child health public policy in Brazil, as well as for health professionals and managers training, focusing in the need to change health care practices and the model of care during childbirth. Brazilian cultural is highly influenced by the perception of birth context associated to the excessive use of procedures during childbirth. Loneliness of women giving birth without a companion, interferences in the physiologic process of labor which increases discomfort, lack of privacy and the professional and institutional control over the process have been considered as contributing factors to the excess of cesarean sections in the Brazil 4 . Thus, from the perspective of women, cesarean delivery has become an alternative to violence or maltreatment during childbirth 4, 10 .
In order to contribute to change culture about childbirth and value normal birth and decrease unnecessary interventions, the Senses of Birth exhibition an initiative to improve social mobilization and dissemination of evidence-based practices in childbirth was structured in 2015 23 . It is an innovative health education initiative with interactive installations to evolve the visitor. It combines different languages (digital art with theatrical techniques) and supports (videos and photographs, scenarios, panels) to engage the participant and promote critical thinking, as well as provide up-to-date information based on scientific evidence. Between March 2015 and January2017 eleven editions were organized in public spaces of wide circulation in five Brazilian municipalities (Belo Horizonte, Rio de Janeiro, Niterói, Ceilândia, and Brasília) and received 36,444 visitors. An evaluation of the effects of the exhibition on knowledge and perceptions of the visitorsabout normal birth and other aspects related to childbirth care, the risks of cesarean section and recommended care by scientific knowledge, the rights of women and the baby, among others effects was carried on to assess changes and cultural transformation, social mobilization and empowerment of women in childbirth. The objective of this article is to analyze the profile of pregnant women who visited the Senses of Birth, their perception aboutviolence in childbirth and the socioeconomic-demographic and health care factors associated with the report of OV.
Methods
This is a cross-sectional multicenter study with quantitative and qualitative components, part of the Senses of Birth study. Data were collected in postpartum interviews conducted by telephone or electronic mail between June 2015 and January 2017 with 555 (43%) of the 1290 pregnant women who visited the exhibition between March 2015 and March 2016 and accepted to participate in the search. A semi-structured questionnaire was applied immediately after participation in the exhibition, with the collection of socioeconomic and demographic data, data from previous pregnancies and current gestation, as well as questions related to pregnant women's knowledge and perception about issues related to childbirth, in order to measure the impact of exposure on the change of information, knowledge and perception on the subject. The postpartum questionnaire was administered by telephone or electronically answered by the women, with questions about their experience in childbirth. The event of interest in this study was the woman's perception of obstetric violence, obtained through the question "Do you consider having experienced violence / maltreatment during childbirth / cesarean delivery / baby's birth? Yes / No / I do not know ". The objective of this question was to evaluate the perception of the woman about the experience of violence / mistreatment and to analyze the associated variables.
The explanatory variables were divided into four groups: (1) Socio-demographic characteristics: age (< 19 years, 20 to 34 years and 35 years, skin color (black [brown / black], white or other [yellow and indigenous), marital status (single, separated, married or in stable union), schooling (elementary, high school, graduate school), family income (< 2 minimum wages (MW), 2 to 5, 5 to 10, > 10 MW/ (2) Information on delivery: place of delivery (SUS / private / home), type of delivery (cesarean / vaginal and vaginal with forceps or vacuum extractor), health plan (yes / no); satisfaction in childbirth (terrible/poor/ indifferent and good /excellent); (3) Health care markers in childbirth: position in birth (supine / lithotomic and non-supine), Kristeller maneuver during delivery, episiotomy and episiotomy reported (yes, no, do not know), use of non-pharmacological methods for pain relief during labor, companion throughout the period in hospital for childbirth, skin-to-skin contact with the baby immediately after birth, skin-to-skin contact with the baby during the first hour after birth (yes or no ); (4) knowledge about OV before and after participation in the Senses of Birth (none / little / reasonable and good/very good).Schooling categories include completed and incomplete levels. Family income was stratified into multiple value of the minimum wage at the time of the research (R$ 788.00). For the variable satisfaction at delivery, the interviewee evaluated their delivery on a scale between 1 (very bad) and 5 (great). For the analysis, the scores from 1 to 3 were grouped in the "terrible /bad/indifferent" category, and 4 and 5, in the "good /excellent" category. The childbirth care indicators were: position in childbirth (squatting, on the stool, semi-sitting, on knees or other) considered for the "non-supine" category, and the position lying in the "supine or lithotomic" category; the question "at the time of childbirth, someone went up in your belly to "facilitate" birth to evaluated the use of Kristeller's maneuver; and "was there a cut in the vagina at the time of birth"?to evaluate if an episiotomy was performed; if so, the question "were you informed that this cut would be made?" assessed whether the episiotomy was reported to the woman. For the calculation of the proportions of the variables "position at birth", "Kristeller", "episiotomy" and "reported episiotomy", only women who had vaginal delivery were considered.
For the variable "use of non-pharmacological methods for pain relief " were considered all women who went through labor. It was considered skin to skin contact between mother and baby without clothes or cloths wrapping the baby. A numerical identifier variable was created for each case in the pregnant and postpartum databases and the two databases were combined using the Merge Files tool. A descriptive analysis was carried out by means for the calculation of the frequency of categorical data and univariate analysis. Pearson's chi-square test and the p-value calculation were performed. To evaluate the independent effect of the exposure variables a multivariate analysis was performed by logistic regression. Two initial regression models were constructed:
Model 1 -considers the subsample of women who had vaginal / vaginal delivery with forceps and the variables: position at delivery, Kristeller, episiotomy, reported episiotomy; Model 2 -considers all the women participating in the study: includes the variable "Type of delivery" and excludes variables related exclusively to normal birth.
Logistic regression was performed in two stages in each of these models. Initially, the variables that obtained a p value equal to or less than 0.20 in the univariate analysis were evaluated separately for each block of demographic socio-economic variables / information on childbirth and health care markers at childbirth. The sequential deletion strategy was applied and only the variables with p value equal to or less than 0.10 remained in the intermediate model. All variables that remained in the intermediate model formed a general multivariate model, and the same sequential deletion strategy was used.
Only the variables with p value lower than 0.05 remained in the final model of each group. The fit quality of the final model was evaluat-ed by the Hosmer-Lemeshowe test and the explanatory power of the model was evaluated by Nagelkerke pseudo-R². For the calculation of the odds ratio (OR) the category "I do not know" (25 women, 4.5%) of the event OV perception were lost. We opted for the exclusion of the explanatory variables satisfaction in childbirth in the logistic regression model, since this variable expresses content similar to that of the OV response variable (who considers OV is likely to be dissatisfied with childbirth) and informed episiotomy, due to the small number of available information and consequent instability effect of the model. The data collected in each phase of the study were compiled in separate datasets and the statistical software IBM SPSS Statistics 20R was used for analysis.
Analysis of the perception of women about the experience of obstetric violence considered the OV categories elaborated by Bower & Hill 3 and synthesized in Brazil by Tesseret al 24 .
From the affirmative answer to the question: "Do you consider that you have experienced violence / maltreatment during childbirth / cesarean delivery / birth of the baby?" and the reports to the open question "Do you consider having experienced violence / maltreatment at birth / cesarean section / at birth of the baby-Please comment", 64 reports were organized by means of simple frequency in the categories: physical abuse; imposition of non-consented intervention / interventions accepted on the basis of partial or distorted information; non-confidential or non-private care; undignified care and verbal abuse; discrimination based on certain attributes; abandonment, neglect or refusal of assistance, detention in services. Among the 70 affirmative answers with the perception of OV six (6) were excluded: one (01), because there was no report and five (05) because they did not present content elements that allowed their classification into the proposed categorization. Examples of reports of obstetric violence situations were selected as fragments to illustrate the participants' experiences with their respective categorization according to the proposal of Tesser et al. 24 .
This study is part of the research "Senses of Birth: Effects of an Interactive Exhibition to Transform the Perception of Childbirth " approved by the Committee ofEthics in Research of the Federal University of Minas Gerais. All participants signed a free and informed consent, in accordance to the 412/2012 Resolution of the National Health Council
Results
The profile of the study group is predominantly of young women aged between 20 and 34 years (77.3%); 16.8% of the women were 35 years of age or older and 5.9% were adolescents ( Table  1 ). The majority (51.8%) self-reported as black (brown / black), married or with stable union (84.5%) and 77.4% had higher education. Most women reported having a family income above 2 minimum wages (80.2%), 21.6% had above 10 minimum wages and 78.8% had health insurance.Most of the women had a hospital delivery in the Supplementary Health System (59.2%), 36.3% used the SUS and 4.5% had a home birth ( Table 1 ). The proportion of cesarean surgery in the studied group was 46.2%, 53.8% of the women had vaginal delivery and the satisfaction rate with childbirth (good / optimal) was 77.7%.
Among the group of women who had vaginal delivery, 46.4% were in the lithotomy position at delivery, in 23.7% the Kristeller maneuver was performed, in 30.4% the episiotomy was performed, and the procedure was performed was not reported for 35.6% of the women ( Table 2) . Among those who had labor, 82.4% reported having had access to some kind of non-pharmacological method for pain. The presence of the companion throughout the hospitalization period was reported by 85.2% of the women interviewed, 70.1% had immediate skin-to-skin contact with their baby, and 57.3% had skin-to-skin contact in the first hour of life.
Among the 555 women interviewed during pregnancy and after delivery, 70 (12.6%) responded that they experienced violence in childbirth and 25 (4.5%) reported they did not know if there was violence. Regarding the information on obstetric violence, 48.4% of the women reported that they had good or very good knowledge before participating in the Senses of Birth exhibition and this proportion increased to 87.0% after the visit; the difference was statistically significant (X² = 54.34, p < 0.001) (data not shown). There was also an increase in the proportion of women with good / very good knowledge about OV before and after participating (from 42.0% to 91.2%) among women who reported OV in the postpartum interview (Table 2 ). Regarding the information on obstetric violence, 48.4% of the women reported that they had good or very good knowledge before participating in the Senses of Birth, and this proportion increased to 87.0% after the visit to the exhibition; the difference found was statistically significant (X² = 54.34, p < 0.001) (data not shown). There was also an increase in the proportion of women with good / very good knowledge about OV before and after participating in Senses of Birth (from 42.0% to 91.2%) among women who reported OV in the postpartum interview (Table 2 ). However, there was no association between knowledge on OV and OV reporting before and after the visit, and this variable was not considered for the multivariate analysis model. Considering the statistical significance (p < 0.20) in the univariate analysis, age, skin color, marital status, family income, health plan, place of birth, type of delivery, delivery position, Kristeller maneuver, episiotomy, companion during childbirth, immediate skinto-skin contact and skin-to-skin contact in the first hour of life were associated with woman's report of OV and composed the multivariate logistic regression models. (Tables 1 and 2) .
After the intermediate step of the logistic regression analysis, the following variables were selected for the general multivariate model: Model 1 -Marital status, income, birth position, Kristeller; skin-to-skin contact; Model 2 -Marital status, income, skin-to-skin contact immediately. All the variables of the intermediate models were independently associated to the report of obstetric violence in each model (p < 0.05). (Table 3 ). The final model 1 and 2 presented good adjustment (p = 0.59 and p = 0.76) and explained 34% and 11% of the variability in the OV report, respectively. (Negelkerke's pseudo-R2 value)
Among the 64 participants who described their experience, 44 (69%) of the answers entered into only one category of OV; 14 (22%) in two categories, and six (9%) in three or more categories. There were 103 OV situations reported, that is, each report addressed more than one category of disrespect and abuse ( Table 4 ).
The most prevalent category of OV (36.9%) was the imposition of non-consensual interventions; interventions based on reported partial or distorted information. The category of undignified healthcare and verbal abuse was reported in 34 (33%) of the situations, physical abuse was pointed out 14 (13.5%) times and abandonment, neglect or refusal of care in 11 (10.6%); the non-confidential or non-private care categories and discrimination based on certain attributes were identified in 3 reports (3%) each. The category detention in the services was not mentioned in the reports of the participants.
In Chart 1 fragments of the selected reports are presented as an illustration of the situations experienced by women
Discussion
This study focused on the topic of obstetric violence based on the perception about the experience of childbirth reported by the pregnant women who visited the Senses of Birth. The population of this study was predominantly women of high educational level and income and with access to supplementary health. Possibly express a group of women informed and interested in preparing for the normal birth experience. In fact, the prevalence of cesarean section in this population was 46.2%, which, although high, is lower than the country rate in 2014, of 56.9% 11 . It was observed that 12.6% of the women reported OV, similar to what was verified in a national study conducted in 2010 that interviewed 2,365 Brazilian women in 176 Brazilian municipali- ties 9 .With 542 interviewees about institutional violence in childbirth care, 12% answered affirmatively, that is, they spontaneously identified this situation. The proportion of affirmative responses increased to 25% when different forms of abuse and mistreatment were reported that women acknowledged to have suffered but did not report as OV 9 . Similarly, in this study it was frequent the situation of women submitted to procedures selected as health care markers of violence in childbirth who did not identify these practices as OV. Thus, they reported experiencing OV: only 25 (21.7%) of the 115 women who underwent Kristeller's maneuver during childbirth; 29 (17.8%) among the 163 women who gave birth in a lithotomy position; 29 (29.0%) of the 100 women who had an episiotomy; 11 (16.7%) of the 66 who did not use non-pharmacological methods during childbirth; 4 (23.5%) among the 17 women who were unaccompanied during admission to labor; 37 (22.0%) among the 168 women who did not have immediate skin-toskin contact with their child and only 37 (16.7%) of the 221 women who did not stay with their child within the first hour of life. Thus, we can say that the prevalence of 12.6% of OV was underestimated, reflecting the lack of knowledge and disinformation of women about the recommendations for care in childbirth and birth, abusive practices and without scientific support used frequently. The difficulty of recognizing the experience of OV is complex and influenced by several factors, similar to situations of domestic violence. There is a distance between recognizing the aggression suffered and naming it as violence or mistreatment 25 . Recognition of the right of women to informed choice and refusal and non-acceptance of non-consensual interventions is recent and is not yet part of the culture of professionals or women. In addition to adequate information, the hierarquical power relationship between professionals and women in childbirth care interferes in their autonomy and the preservation of cor- poral and psychological integrity, for the decision and informed choices 18 . Participation in the Senses of Birth exhibition contributed to the increase in pregnant women's knowledge about OV, which increased from 48.4% before the visit to 87.8% after the visit, pointing to a convergent effect with the objectives of the exhibition to improve information for pregnant women. It was also important to change from 42.0% (before exposure) to 91.2% (after exposure) of pregnant women with good / very good knowledge of obstetric violence among women who reported obstetric violence. However, although 87.8% stated that they had good or very good knowledge about OV after the visit to the Senses of the Birth, it was still low their recognition of health care practices not recommended as obstetric violence.
In general, the population of this study had more satisfaction with the childbirth experience Chart 1. Fragments of reports on obstetric violence according to categories of disrespect and abuse during childbirth 24 among pregnant women who visited the Senses of Birth Exhibition. Brazil, 2015-2017.
Disrespect and abuse categories Fragments of women's reports on obstetric violence
Imposition of not allowed interventions; interventions based on partial or distorted information.
"They wanted to tie my arms." "I did not want to have an episiotomy. I was not informed that the procedure would be done. During the delivery I asked for a shot of anesthesia. Only after I realized they had cut me." "Oh, the only thing I did not like was that they went up on my belly without warning"; "... my husband was forced to sign an authorization to use the forceps." "(The doctor) had committed to forward my birth plan to the Caesarean staff but he did not." "With 6 cm of dilation they laid me down and wanted me to keep lied down. I had to fight to get squatting because my daughter was not fit yet. In a certain way, it was not normal for me, because they did a lot of things that I did not want to happen "; "I had the cut on the perineum and a nurse pressed my belly"; Undignified care and verbal abuse "I felt raped, I actually felt assaulted"; "The obstetrician who operated on me has already entered the delivery room saying, 'Let's get this over. I need to run today.' The anesthesiologist stayed on the phone all the time talking to the credit operator"; "We are treated mechanically, when we ask something, the professionals do not answer clearly to our questioning"; "I noticed a certain rush of the professionals who were taking care of me because it was sunday night. They were a bit inattentive because there was a classic football game and it was being televised. " "... The doctor spoke very rudely, 'I know it hurts, you do not have to scream.' I felt extremely attacked"; "The medical surgeon was gross in the way of talking"; Physical abuse "... all the time doing the vaginal exam and forcing it". "... it had the vaginal examen, unnecessary, it seems that it is forced. And I felt too exposed"; "I had lots of pains later in the belly because they pressed down my belly to help the baby be born"; "I felt mutilated when they did the episiotomy on me" Abandonment, neglect or refusal to assist / health care "After delivery I was left in a chair, as soon as the anesthesia passed. Almost an entire afternoon sitting in the chair. The nurses would not come and help me." "They left me in the corridor screaming for a long time. This made me very sad"; "I arrived in the maternity ward already in labor and had no assistance, I delivered alone and my mother had to run after a doctor to help" Cuidado não confidencial ou não privativo "After being taken out of the surgical area, they did the touch exam in the corridor without any privacy"; "I stayed in a room with more than 6 pregnant women, divided by curtains. I heard them screaming in pain and it made me more nervous, there was nothing that could distract me!" Non-confidential or non-privative care "I was very mistreated at the hospital. Once I was 23 weeks they thought that I had tried abortion and they mistreated me for it"; "There was differentiated attention for a patient known to the physician, she entered after me and left earlier to the cesarean section";
(77.0%) than that of the women born in the Born in Brazil Survey 11, 26 . In the national survey with puerperal women, 7.8% of the women who did not have a companion during childbirth reported verbal, psychological or physical violence 26 . The population of women visiting the Senses of Birth seems to reflect a group with greater interest and better preparation for childbirth. Also, the visit to the exhibition seems to have contributed to the increase of knowledge and empowerment of women with regard to the recommended health care practices in childbirth.
The report of obstetric violence was associated with obsolete care practices. The high proportion of women submitted to lithotomic position at delivery, Kristeller's maneuver, episiotomy, not consented episiotomy, and separation of the baby after birth reveals the persistence of questionable practices in childbirth care. The lithotomic position at delivery, 46.4% of women who had vaginal delivery, is an emblematic example, since it displaces the woman's role in childbirth and interferes determinately in the physiology of normal delivery. Clinical practice are distanced from scientific evidence, lack of transparency and decision making concentrated in professionals and institutionsfavors the normalization of non-recommended procedures.
The current frequent separation of mother and baby after childbirth, 29.9% immediately after childbirth and 42.7% in the first hour of life, is also remarkable. In addition to the perspective of the woman's right to stay with her child after birth, from the baby's point of view the separation of her mother is a neglected aspect in Brazil, considering the benefits of mother-baby attachment for the child's health promotion, neurodevelopment -affective with the mother and promotion of breastfeeding. Obsolete institutional norms still use the hospitalization of infants in places such as "normal babies nurseries", violating the scientific knowledge, the current legislation for the maternity-hospitals, and the patient safety standards in obstetric and neonatal care of the Ministry of Health and Children's Rights Child [27] [28] [29] [30] [31] .
There was an independent association between marital status (single / separated women) and family income with the perception of obstetric violence. The OV report was 2.0 to 3.0 times higher among single / separated women, considering the total group of women and those who had vaginal delivery, respectively. For women with income between 2 and 5 minimum wages, there was a 9.3-fold higher OV between those who had vaginal delivery and 3.0 times higher when all women were considered, compared to the women with income above 10 minimum wages. Brazilian studies have demonstrated discrimination in childbirth care for the poorest women and also for black women, such as pilgrimage in search for hospital admission at the time of delivery and less use of analgesia for childbirth 32, 33 .
Possibly sub-dimensioning of OV by the poorest women in this study (< 2 minimum wages of family income), is due to the greater difficulty of information about not recommended practices in childbirth care, as well as on rights in health care, as verified in a previous study 9 .
The broad confidence intervals for the odds ratio values of the family income variable in Model 1 probably derived from the small number in each stratum. In regard to the categories of OV or abuse and mistreatment used in this study, there was no objective of hierarchy or representation of greater or lesser magnitude in relation to the other. Its use allowed the organization and analysis of the different situations, which proved to be explanatory, contributing to the discussions. In this study, a third of complaints of OV were related to the imposition of non-consented or accepted interventions from manipulated information for women. Another third referred to unworthy care and verbal abuse. In the national OV study in 2010, there was a predominance of the category of physical violence (17%), highlighting the complaint of pain with vaginal examination and lack of access to pain relief methods; the second largest complaint was related to the feeling of abandonment and neglect (14%) followed by verbal violence (12%) 9 . There is a gap in Brazilian obstetric health care scenario to meet women's desires and use of best practices recommended by scientific knowledge in order to achieve greater satisfaction and participation in decisions about the process of giving birth and interferences in their bodies.
There is a controversy about the use of OV terminology: although it covers all professionals involved in the care of women in childbirth, it is argued in favor of the use of the term institutional violence, increasing responsibilities for the event.
On the other hand, the term violence in childbirth or OV stands out in the speeches and perceptions of women; it has popularized, and has been widely used by social movements and networks, gaining prominence and frequency in the media. It has been institutionally incorporated as in the case of the Observatory of Obstetric Violence in Brazil of the Federal University of Rio Grande do Sul 34 and "Call 180" of the Special Secretariat for Women 35 , translating the violence of the contemporary system of care in childbirth. Important in this approach is to broaden the recognition of violence, to promote the necessary changes with an emphasis on women-centered care, to ensure access to good practices and respect for their rights of autonomy and decision-making.
The subjective measure of perception about the experience of violence can be considered a limitation that only captures the non-directed perception and does not consider other variables that could increase the power of explanation. The study by D'orsi et al. 26 used explanatory variables such as waiting time, respect, privacy, clarity in explanations, time available to ask questions and participation in decisions, which could bring more elements to support women's recognition of violence in childbirth and birth.
Strategies such as the Senses of Birth can broaden and improve the dissemination of the theme and empowerment of women and society. It stands as an opportunity to disseminate adequate information on delivery and birth care and social mobilization for the promotion of normal birth and the rights of women and children to qualified and evidence-based care.
Conclusion
Obstetric violence is a situation of great relevance in women's and children's health and influences culture and perceptions about childbirth. However, spontaneous report of OV by only 12.6% of the women demonstrates that there is a lack of information and underestimation of the problem. The OV report was associated with obsolete health care practices and was higher among lower income population. It affects women in a differentiated way within Brazilian society, which reflects inequities in healthcare of childbirth. Participating in the Senses of Birth exhibition increased pregnant women knowledge about OV. Social mobilization initiatives such as this can contribute to increase awareness about the problem and support the dissemination of good practices in childbirth to reduce unnecessary interventions, excess caesarean sections and preventable mortality. It may also contribute to improve the experience of women in childbirth. Other complementary analytical and qualitative studies may deepen the understanding of the problem.
